Paraplegia, however acquired, is a distressing condition. It is suggested in this short paper that when prostatic carcinoma is the causative factor, the outlook is often less bleak than in many other similarly advanced malignant states.
It is over 212 years since Morgagni in 'De Sedibus et Causis Morborum' first described paralysis caused by compression of the spinal cord by tumour. Even up to thirty years ago the approach to the treatment of metastatic carcinoma involving the spinal cord had been essentially nihilistic. At that time it was commonly felt that in proven metastatic carcinoma of the vertebrae there was very rarely, if ever, any justification for the attempted removal of the malignant disease. Since then we have fortunately shown that with some extradural tumours both the length and quality of life of these patients may be extended by the judicious use of laminectomy and radiotherapy. These procedures are allied to hormonal therapies where prostatic carcinoma is concerned.
In a recent large series of spinal cord tumours collected by Austin (1972) , the incidence of extradural malignancy was given as 16.6% and this agrees with several older figures. Of these extradural tumours, those due to carcinoma of the prostate have been shown to be approximately 5.5% of the total (Barron et al. 1959 , Mullan & Evans 1957 . This is undoubtedly a small but nevertheless significant proportion of the whole; a proportion worthy of energetic treatment, particularly in the light of our current findings.
Of 6 recent cases of paraplegia secondary to extradural genitourinary malignant growths, 4 were due to prostatic carcinoma, the remaining 2 to bladder and renal neoplasms, illustrating by comparison the much worse prognosis attached to the latter two conditions. The 4 patients with prostatic carcinoma all presented many months before their neurological complications with urinary tract symptoms (Table 1) . With an average age of 57 years, these cases presented at an early age for prostatic carcinoma, an age when the tumour is often more florid and prone to spread, particularly by the lymphatic route. Two patients each received hormone therapy and also irradiation to the spine when back pain without neurological signs became troublesome. The remaining 2 patients were developing paraplegia at the time of their primary referral to a urological surgeon and were not previously receiving hormone treatment. It has been said that instantaneous onset or rapid progression to complete motor paralysis of the lower limbs often occurs with extradural malignancies. In our recent experience, the neurological symptoms due to spinal cord and root compression have progressed over 7 to 30 days. Once suspected, it is imperative that investigation and treatment be instituted dural deposits as were present in 2 of our cases did occur without demonstrable bony deposits in the near vicinity. Surgical decompression by laminectomy and removal of extradural tumour is undertaken on an emergency basis. Laminectomy is sometimes necessary at more than one level as in one of our cases, and this underlines the importance of adequate myelography. The histological features of the extradural tumour were usually very similar to those of the primary growth. Two extradural tumours showed in addition some of the recognized cytoplasmic and nuclear changes which occur in response to stilboestrol, in particular extensive vacuolation of the cytoplasm, nuclear extravasations and squamous metaplasia of the glandular elements. Of our 4 cases, 2 made a good recovery with regard to both relief of pain and recovery of neurological function (Table 2) . The other 2 patients made a fair recovery, that is, they were able to stand with supports and climb stairs with little assistance. Survival after neurosurgery ranged from 8 to 27 months. The second man remains well and it is worth noting that of these 4 patients none developed a second progression to a paretic state. In contrast, the patients with secondary bladder and renal tumours fared badly, and these results are comparable with the poor responses to treatment which have been previously recorded in secondary tumours of the breast and the bronchus (Austin 1972) .
Carcinoma of the prostate, spreading as it does either directly via the venous or lymphatic routes, may commonly involve the spine or, much less commonly, the extradural space. Pain relief may be obtained by a combination of hormone and radiation therapy. We would like to emphasize, however, that aggressive treatment in the early stages of spinal cord compression by prostatic extradural malignancy (and this may include gently persuading our neurosurgical colleagues to operate), is extremely worth while and rewarding in these difficult cases.
